I n d I a n J o u r n a l o f P a t h o l o g y a n d M I c r o b I o l o g y ¦ V o l u M e 6 2 ¦ I s s u e 1 ¦ J a n u a r y -M a r c h 2 0 1 9 175 SETTLE tumor of thyroid: Oldest case in literature Editor, A 66-year-old gentleman with known coronary artery disease presented with neck mass of 2 years. He complained of occasional dysphagia. A large 6 cm × 5 cm firm, fixed mass was palpable over the right side of the neck. Ultrasound showed a hypoechoic nodule with large chunks of macro-calcifications suspicious of medullary thyroid carcinoma. Core biopsy from the neck mass was reported as a spindle epithelial tumor with thymus-like differentiation (SETTLE). A positron emission tomography-computed tomography (CT) scan showed a fluorodeoxyglucose (FDG)-avid large soft-tissue density mass extending from right level II to the supraclavicular fossa and superior mediastinum. Areas of necrosis and foci of calcification were seen within the mass [ Figure 1a and b]. The mass was seen to infiltrate the right lobe of the thyroid gland and displace the hyoid, the cricoid, and the trachea. It seemed to encase the right sternoclavicular joint, right brachiocephalic vessels, and right common carotid artery (CCA). FDG uptake was also noted in a tumor thrombus along the right internal jugular vein (IJV) and superior vena cava. There was no evidence of distant metastasis. Preoperative blood testing reports showed the values of serum thyroid-stimulating hormone, calcium, carcinoembryonic antigen and calcitonin, among others were within normal limits.
A T-shaped incision was taken in the neck, flaps were raised, and the tumor exposed [ Figure 2a ]. The tumor mass appeared to arise from the right lobe of the thyroid gland and was infiltrating the adjacent blood vessels and overlying strap muscles. The left lobe of the thyroid gland appeared normal in size with no palpable nodules and hence preserved. The mass excision involved sacrificing the IJV, vagus nerve, and cervical sympathetic chain. The external jugular vein as well as the IJV was noted to have tumor thrombus within the lumen. The tumor was encasing the CCA and subclavian vein and was shaved off leaving some tumor remnant. The medial one-third of the clavicle was also excised as part of the specimen [ Figure 2b ]. In view of his coronary artery disease, he also underwent a coronary artery bypass grafting. The wounds were then closed primarily over suction drains. The patient was discharged after a hospital stay of 18 days.
The histopathology was consistent with SETTLE tumor of the thyroid. Grossly, the tumor was noted to be fleshy, nodular, soft to firm, and involving the entire specimen [ Figure 3a ]. At the periphery thyroid-like gray-brown tissue was identified. Under low power, tumor cells had oval elongated nucleus, inconspicuous nucleoli, and ill-defined cytoplasmic borders. These cells were fairly uniform, bland, and lacked atypia.
Admixed were a few glandular areas lined by low cuboidal epithelium with central eosinophilic material and a few mature lymphocytes. Multiple foci of calcification were also seen [ Figure 3b ]. Under high power, smears were noted to be highly cellular showing cohesive clusters of spindle cells. Cells had a uniform oval nucleus and scanty to moderate pink cytoplasm. Mitotic figures were very rare. Focally, these cells appeared to have vague follicular patterns [ Figure 3c ]. Immunohistochemical staining was performed using the VENTANA automated immunostainer with a labeled streptavidin-biotin-peroxidase detection spindle cell tumors such as medullary thyroid carcinoma and sarcomatoid anaplastic carcinoma among others. [4] We chose to operate upon this patient in spite of his age and extension of disease in view of the impending compression on adjacent vital structures.
The reported cases have had varied modalities of adjuvant treatment, but primary modality remains to be surgery. [3] Patients with SETTLE neoplasm need to be kept on long-term follow-up due to their propensity for distant metastases at a much later date with a mean of 11.4 years after diagnosis in the cases studied so far. [2] Declaration of patient consent The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have given his/her/their consent for his/her/their images and other clinical information to be reported in the journal. The patients understand that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed.
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system. Tumor cells were positive for pan-cytokeratin and high molecular weight CK. They were negative for synaptophysin and thyroglobulin, thus excluding primary tumors of the thyroid. Spindle cells were also negative for CD5 and CD20 which are usually expressed by thymic carcinomas and thymomas, respectively. They were negative for SMA, CD99, EMA, TdT, and CD117.
Although the resection was incomplete, no adjuvant therapy was advised given his comorbidities and the fact that SETTLE is known to have a relatively indolent course.
At 6 months posttreatment, the patient presented for follow-up. A CT scan was done which showed residual disease measuring about 3.9 cm × 2.6 cm in the neck but no distant metastasis [ Figure 4 ].
DISCUSSION
SETTLE was first described by Chan and Rosai in 1991. [1] It is commonly diagnosed in young adults and children. It is a part of a spectrum of tumors which arise from the thymus, the branchial pouches, or its remnants. [1] SETTLE tumors represent the malignant end of the spectrum. [1] The origin of these tumors is uncertain with possibilities of origin from thymic remnants or from primitive thyroid cells. [2] In English literature, there have been 42 cases reported so far, [3] with the oldest patient being 59 years of age. [2] This patient at 66 years of age would, therefore, become the oldest reported case of SETTLE.
Considering the rare presentation of this tumor in the older age group, it is important to rule out other differential diagnoses of
Figure 4: Six-month posttreatment computed tomography image showing residual tumor (*) at junction of the subclavian and common carotid artery
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Clear cells in gastric biopsy, are they always neoplastic?
Editor, Xanthomas or xanthelasmas of the gastrointestinal (GI) tract are uncommon, benign, tumor-like lesions composed of collections of lipid-laden macrophages in the lamina propria. [1, 2] As it can histologically mimic malignant lesions; it is imperative to make an accurate diagnosis of this entity. [3] A 68-year-old female presented with dyspeptic symptoms for the past 3 months not relieved on medications. Investigations revealed microcytic hypochromic anemia with hemoglobin 10.2 g%. Other investigations including lipid profile were within normal limits. An upper GI endoscopy revealed a normal esophagus and duodenum. But stomach showed small groups of whitish plaques on lesser curvature in body and antrum. Endoscopic biopsy from these gastric lesions was obtained. Histology showed preserved gastric foveolar epithelium but expanded gastric lamina propria by large rounded to polygonal cells with foamy vacuolated cytoplasm and central to eccentric bland uniform nuclei [ Figure 1a and b]. At places, these cells took a "signet ring"-like appearance. Subsequently, immunohistochemistry for cytokeratin and CD 68 to identify the epithelial or histiocytic origin of these cells was performed [ Figure 1c and d]. The foamy cells were PAS negative. The cells showed cytoplasmic positivity for CD68 and were negative for cytokeratin. A diagnosis of gastric xanthoma was made on the basis of histology and immunohistochemistry.
Gastric xanthoma was first described by Orth in 1887. [4] The term xanthomatosis is used when there are diffuse and multiple lesions. Stomach is the most common site in the GI tract to be affected. [2] Unlike the other non-GI sites, where xanthomas are almost always associated with hyperlipidemia, it is not so with gastric xanthomas. [1] The etiology of gastric xanthomas is unclear and may be due to chronic irritation and prior gastric surgery. [3] Endoscopically, these lesions appear as pale yellow or whitish nodules predominantly affecting the gastric antrum or pylorus as was in our case. Histology shows "xanthoma cells" or foamy histiocytes in the lamina propria of the mucosa. These cells are known to mimic various malignant lesions like signet cell adenocarcinoma. Other important differential diagnosis seems to be clear cell variant of gastric neuroendocrine tumors which may have similar vacuolated to clear cytoplasm. Special stains such as Periodic Acid-Schiff can be used to differentiate, as signet cell adenocarcinomas are positive due to mucin content. In addition, immunohistochemistry for cytokeratin will be negative in xanthomas as these foamy cells are essentially macrophages and will stain positive for CD68 confirming the histiocytic lineage. [1] In our case, the lesion was gastric body and antrum in accordance to the literature and the cells were positive for CD68 confirming the diagnosis.
Studies have also identified that gastric xanthomas can be associated with Helicobacter pylori infection, premalignant conditions such 
